Adequate sleep quality and duration is needed for healthy development. For example, prolonged sleep-onset latency and difficulty sleeping alone are important predictors of anxiety and depression symptom severity in healthy preschoolers (Whalen, Gilbert, Barch, Luby, & Belden, 2017) whilst poor sleep duration has been associated with future obesity in young children (Diethelm, Bolzenius, Cheng, Remer, & Buyken, 2011) . Moreover, poor sleep across the first 6 years of life is predictive of smaller brain volume at age seven (Kocevska et al., 2017) .
Despite its importance, poor sleep is common in young children. A recent study in the United Kingdom (UK; Evison, Zouharova, Biello, & Gardani, 2016) found that in a sample of 105 preschoolers, 50% had difficulties initiating or maintaining sleep. These difficulties not only affect the children's own sleep but may also affect the sleep obtained by their parents (Costa-Font & Fl eche, 2017) . In adults, poor sleep has been found to be associated with both depression (Zhai, Zhang, & Zhang, 2015) and obesity (Wu, Zhai, & Zhang, 2014) . Thus, improving young children's sleep quality has the potential to benefit whole families.
Common paediatric sleep problems are behavioural rather than medical (Meltzer, Johnson, Crosette, Ramos, & Mindell, 2010) . For example, the most common subtypes of childhood chronic insomnia disorder are limit-setting sleep disorder and sleep-onset association disorder (American Academy of Sleep Medicine [AASM], 2001) . The former occurs when a child refuses or stalls bedtime, often due to insufficient limit-setting by their parents, whilst the latter occurs when a child associates someone or something with sleep onset and cannot sleep without it (AASM, 2014) . Thus, these disorders have a link with parental behaviours and/or the environment which parents have set up.
Unfortunately, UK mothers lack adequate sleep-related knowledge (Evison et al., 2016) similar to what is reported in other countries such as the United States of America (McDowall, Campbell, & Elder, 2016) , New Zealand (Owens, Jones, & Nash, 2011) , and Iran (Afsharpaiman, Bagheri Hagh, Kolbadi Nejad, Amirsalari, & Torkaman, 2015) . This may lead to parents underestimating their children's sleep problems (Afsharpaiman et al., 2015) , which ultimately decreases the likelihood of parents engaging in practices to improve their child's sleep (McDowall, Galland, Campbell, & Elder, 2017) . Consequently, this lack of parental knowledge may not only contribute to preschoolers' sleep problems but may also allow them to become chronic (Touchette et al., 2005) .
However, it should be noted that individual differences exist in young children's sleep patterns (Acebo et al., 2005) , some of which can be explained by chronotype, namely preferred timing for sleep and wake (Jafar et al., 2017) . Chronotype is heritable (Kalmbach et al., 2016) , and thus, although parental knowledge of sleep in young children may be an important factor in children's sleep quality, it is not the sole contributing factor. Nevertheless, it is a good starting point in improving young children's sleep as it can be easily targeted.
For example, parental knowledge can be improved through educational classes. Wilson, Miller, Bonuck, Lumeng, and Chervin (2014) investigated the effect of a sleep education programme on children's sleep quality. At 1-month follow-up, preschoolers' sleep behaviours were improved. However, the recruitment rate was poor, and thus, their sample may have only included motivated parents.
Parental knowledge may also be improved by circulating information in the form of advice. Evison et al. (2016) showed that the Internet, as well as friends and family, is currently the most popular source of advice in the United Kingdom, whilst seeking professional advice is less common. This is worrying, considering that lay knowledge on sleep in children appears to be low (McDowall et al., 2016; Owens et al., 2011) . Even more concerning is that one-third of the mothers, who identified their child as having a sleep problem in Evison et al. (2016) , did not seek any advice.
To improve young children's sleep quality, an understanding of why parental knowledge is poor and why some parents do not seek advice needs to be developed. Due to cultural differences as well as differences in each country's health care system (Zwaanswijk, Verhaak, Bensing, Van der Ende, & Verhulst, 2003) , it may be important to consider individual countries separately.
Thus, through discussions with UK parents about their personal views and experiences, this study aims to develop an understanding of UK advice on sleep in young children and suggests ways in which it can be improved. This will help inform policymakers and resources within the UK National Health Service (NHS).
Method

Design
The study employed constructivist grounded theory (GT) methodology, which declares that individuals construct reality through assigning meaning to their experiences (Mills, Bonner, & Francis, 2006) . Glaser and Strauss (1967) developed GT as a method of producing new models, which are 'grounded' in data obtained from participants, to capture the complexities of the participants' experiences. Thus, GT enabled this study to develop a rich understanding of parental experiences of advice on sleep in young children.
Ethics
Local ethical approval was obtained. Informed consent was obtained from each participant prior to their interview in agreement with the study's ethical protocol.
Reflexivity
The authors believe that reality is fluid and thus that the experiences and views of the researchers ultimately affect the findings (Mills et al., 2006) . Therefore, it is important for them to explicitly evaluate themselves. The first author has never been a parent nor has she ever personally sought sleep advice. Her lack of personal experience may have made it harder for her to understand ideas conveyed by the participants. For this not to hinder data collection, she constantly asked the participants to explain their statements.
The first author is 24 years old and thus is younger than the average parent of a preschool child in the United Kingdom (Office for National Statistics, 2016; Scottish Government, 2017) . This may have affected how the participants related to her. To overcome this potential issue, she worked on building rapport with the participants before commencing the interview. Throughout the interviews, all participants were eager to talk about their children and their parenting experiences.
The second author, who supervised the study, is a parent of a preschool child and thus has personal experiences of parenting advice. This enabled her to contribute an additional layer of understanding during data analysis. Both authors have previously conducted a quantitative study on sleep in preschool children and their parents. This previous study had led them to believe that preschoolers are more likely to have poor sleep if they sleep in their parents' bed against their parents' wishes. This may have caused them to unconsciously judge the participants' situations. The authors consciously tried to avoid such judgements.
Due to the previous study, the authors also had the preconception that with increasing education, parents are more likely to seek unprofessional advice. Although information on the participants' education level was collected, the authors did not look at this until the interview was completed. Furthermore, a question asking the participants directly where they would seek parenting advice from was included in every interview to reduce the likelihood of assumptions being made. Throughout the study, the authors actively sought to update their fore-understandings.
Recruitment
Participants recruited based on their parents' experiences and opinions on advice given for sleep in young children within the United Kingdom rather than them belonging to a particular group within society (Smith, Flowers, & Larkin, 2009) . Therefore, the inclusion criteria were that (1) participants had to reside within the United Kingdom and (2) participants had to have a preschool child (3-5 years old).
Recruitment (between March and May 2017) occurred via social media and a previously constructed participant database (participants had given consent to be contacted about future research).
Original GT studies continued data collection until data saturation occurred, namely until no new discoveries were being made (Glaser & Strauss, 1967) . However, data collection is rarely exhaustive (Dey, 1999) . Therefore, Dey (1999) coined the term 'theoretical sufficiency', which requires researchers to continue recruitment until the data describe the identified categories sufficiently (Dey, 1999) . The current study used theoretical sufficiency to guide recruitment.
Participants received £6/hour and a Children's Good Sleep Guide (Glasgow Sleep Research Group).
Data collection
Semi-structured interviews with open-ended questions were employed. The interview schedule included approximately 16 questions, beginning with questions about the bedtime routine to help participants relax. Examples of questions are as follows:
1. What advice, if any, has a health professional given you about your child's sleep? 2. Where should evidence-based advice about sleep be placed?
The schedule was used as a prompt to encourage discussion and was revised as themes were identified. For example, questions about bedtimes following the birth of siblings and about different sleeping practices were added after the fourth interview.
Interviews took place either over Skype or face-to-face depending on the participant's preference and availability. The first author undertook the interviews and audio-recorded them with a digital voice recorder. Additionally, demographic information, such as the participant's age, highest educational level, and employment status as well as their children's ages, was collected. As a measure of socio-economic status, participants were asked whether they considered their household income to be low, medium, or high.
Data analysis
Data analysis occurred in line with constructivist GT methodology and the principles underlying theoretical sufficiency. The interviews were transcribed verbatim. During transcription, any identifying information was removed and names were changed.
The first author manually coded the data to remain as close to it as possible (Saldaña, 2015) . Data collection and analysis took place concurrently as encouraged in GT methodology (Charmaz, 2014) .
During initial coding, line-by-line coding was employed and attention was paid to any similarities or differences between and within the transcripts. These codes were subsequently transferred to a mind map. This resulted in the identification of categories, which grouped ideas from the line-by-line coding and is known as focused coding. Any related categories were subsequently combined, resulting in a higher level of abstraction (Charmaz, 2014) .
A summary of the findings, containing no quotations, was sent to all participants. Throughout the current paper, this is referred to as a 'member check' (Thomas, 2017) . Participants were encouraged to challenge the findings, and offer any new or opposing information. Any feedback provided was compared with the findings to determine whether there were any inconsistencies. If any inconsistencies were present, the authors planned to reconsider all transcripts in the light of the information provided in the feedback.
Rigour
The first author has prior experience with qualitative data and has undertaken qualitative courses. Prior to commencing the study, she researched GT methodology and read recommended texts. The second author has experience in qualitative design and analysis.
A small sample of ethnically similar participants currently living in the United Kingdom was selected to not sacrifice quality for quantity (Yardley, 2000) . Moreover, observations which conflicted with the investigator's understandings were sought out and analysed (Yardley, 2000) . The majority of the participants were from areas within the United Kingdom where the first author had previously resided. Furthermore, the first author has worked with all social classes of individuals. Thus, she was knowledgeable in regard to the culture, environment, and language of the participants.
Additionally, a member check was employed to give participants control in the interpretation of the data. This ensured that the findings reflected the participants' views (Thomas, 2017) . The authors were careful when reading feedback as they were conscious that the participants did not have knowledge of the other interviews. To increase transparency, data are presented verbatim from the interviews (Whittemore, Chase, & Mandle, 2001) .
Results
Fifteen interviews (mean = 38.07 min, range = 22-50 min) were conducted. Fourteen mothers responded individually whilst one mother (participant 5m) responded with her husband (participant 5f). Seven interviews occurred over Skype.
Mean age of participants was 33.40 years (range = 21-43 years). Table 1 displays demographic information for the participating mothers. In total, 32 children were represented (Table 2 ). All children were under 12 years of age. Four mothers (27%) described at least one of their children as a poor sleeper whilst a further three (20%) mentioned that at least one of their children had previously slept poorly.
Using GT, a framework of parents' perceptions of how advice on sleep in children could be improved was developed. Three overarching categories were established, namely how parents want advice to be formulated, what they want it to include, and when they want to receive it ( Figure 1 ).
Forty percent of the participants returned feedback. The feedback showed that the analysis was generally reflective of the participants' views. Thus, no major revisions were made. Information provided as feedback is marked with an asterisk (*). 
How
All participants sought advice from friends and family, as they were 'real people' (Participant 11) who could speak from experience.
I have a couple of friends who's kids are just ahead of ours . . . I'd maybe ask them first . . . just the fact that theirs are just that little stage ahead so you know they've just done that experience . . .
Participant 8
Participants preferred to seek advice from individuals who had or were facing similar difficulties. This might be because parents of children, who are not experiencing sleep difficulties, may be in a position to judge parents of poor sleepers. Specifically, the what subsection of the results shows that parents fear being judged for their child not sleeping.
. . . if I was in the minority, I don't think I would raise it [sleep problems] but because I know that none of them are great it's easier to say.
Participant 4
I'm sure that people who don't sleep don't speak to us because they know we may give advice that they don't want to hear . . .
Participant 5m
Another problem associated with relying on one's own social network is that some parents do not want to give advice because they 'don't want to patronise other parents' (Participant 13). . . . you're criticising parenting to help with something inherent . . . sometimes they just have to try and figure it out themselves . . .
Participant 4
Thus, although social networks were seen as being useful, they have their limitations. Professional advice could potentially overcome these limitations. However, purely theoretical advice was seen as limiting by some, who preferred it if the professional was also a parent.
I love when doctors have actually had children . . . because they've been there, they are also a bit more understanding that might affect how I follow what they say . . .
Participant 7
In order to incorporate this experience into professional advice, it may be beneficial for professionals to work in collaboration with parents when formulating advice. This would ensure the practicability of advice given.
. . . it would be nice to make books which are made in collaboration with parents, the NHS and health workers . . .
Participant 10
Nevertheless, it is important to note that not all participants wanted professionals to have had personal experiences.
I think that when you are a medical professional it doesn't matter as much whether you have had them [children] or not.
Participant 8
Participants were, however, almost of unanimous opinion that professionals did not have adequate objective knowledge in the area. Thus, professional advice does seem to need improvement so that parents trust it and are reassured that they are receiving robust evidence-based information.
The one thing that's missing . . . information about whether any of the particular approaches to a baby's sleep have any evidence at all behind them . . .
Participant 1*
What
Appreciative of diversity Participants wanted advice to consider family differences. For example, having a second child provides new challenges and changes how families can sleep. Specifically, it is 'harder to be disciplined about training when you have two' (Participant 7) and the second child often just has 'to go with the flow' (Participant 6).
Thus, they felt that advice should be available on different practices to suit diverse families. However, this was not currently the case, which was causing them to lie to professionals.
. . . we had asked for advice and they gave us to let him fall asleep by himself so we put him to bed before he's not asleep yet and then let him cry, I don't know how other parents cope but we tried it for 3 or 4 days and then we stopped because we couldn't take it . . . she [health visitor] came back and we said but . . . she kinda insisted on doing it again and I disagreed and said yes we will do it but never did . . . she was well informed in what she was talking about but I guess she wasn't really keen to look at alternatives.
Participant 10
I probably wouldn't bring it up to a health visitor because . . . they have to give out the same information . . . if they [health visitors] were to ask, then I would say that I had no concern.
Participant 11
Moreover, some participants did not agree with professionals' stance against cosleeping because they felt that everyone's sleep was improved when they slept together. They felt that if co-sleeping were to be encouraged, night times would become safer.
. . . you wouldn't be able to tell them [health visitors] that they [siblings] sleep in a bed, they would be like emm don't do that but he gets a great sleep.
Participant 3
. . . we got more sleep when she was in with us but you can't tell the health visitor that because you know they will string you up . . . the thing is don't do it so everybody's scared of doing it, so they will sit up on the sofa which is actually more dangerous than lying down in your bed.
Participant 4
Conversely, some participants felt that co-sleeping negatively affected their own sleep quality, highlighting the diversity required in sleep advice due to individual differences.
. . . it's [co-sleeping] not feasible, . . . it's not just that Hollywood kind of look of everyone just cuddling in and being nice . . . they are moving . . . it's a busy night.
Participant 15
Thus, advice should be provided on different sleeping practices. The interviews suggested that this advice should 'guide' (Participant 13) and encourage parents to 'trust their instinct' (Participant 9). It should also encourage parents to not jump quickly between sleeping practices as sometimes they 'are not giving it a shot for long enough' (Participant 5m).
Help manage expectations
Additionally, according to participants, the expectation that young children should sleep well created much stigma towards parents whose children were having sleep difficulties. This was preventing them from seeking help.
. . . a lot of women, . . . can't seek the help that they need a) because they are a bad parent and b) because the age of their child doesn't equal the age where they should be sleeping through the night . . .
Participant 12
. . . there is that stigma around that if you have a child that doesn't sleep . . . I find well I'll be judged for doing something not right, so best just not to mention it . . .
Participant 4
Although some of this judgement may only exist in the participants' heads, the following quotes suggest that some level of judgement does truly occur.
. . . most people who've got children who don't sleep, they don't sleep because they [the parents] don't like hearing them cry Participant 5
. . . sort of every week when we saw them [grandparents], 'is he sleeping through yet, is he sleeping through yet' it's like well no, he's not sleeping through yet, he's 3 weeks old, he is not sleeping through . . . and its often 'well emm Susan was sleeping through at 2 weeks old' and iit's like you were super lucky with Susan . . .
Participant 12
The above quotes suggest that judgement is coming from others who have not faced the same difficulties and thus have too high expectations of all children. Too high expectations also appear to affect parents' perceptions of themselves.
It's about setting expectations that your baby will not sleep every night all night . . . if I had known that with my first child I would have been able to maybe not set so much pressure on myself.
Participant 15
Moreover 'if you've been told right from the beginning "right your baby may not sleep, we've got this session [educational class]" you are probably more likely to go' (Participant 4). Specifically, parents need to know that not all children are able to sleep straight away, but their child's sleep can be improved.
I think women expect that kids are not going to sleep well and so they just accept it as part of this is just life with a little kid, whereas I actually don't think it has to be that way . . .
Participant 7
The above quote is supported by participants normalizing their children's sleep problems, as demonstrated below.
. . . so although I'd say she wakes up every 2 hours, it's not like 2 hours and then it's 10 minutes back to sleep its . . . its constant and yet I feel like I didn't have it as bad for her as I could have done . . .
Participant 4
Thus, although advice should help reassure parents that 'you can't put a timetable on' (Participant 12*) children sleeping through, it should also provide information on how to increase the likelihood of it happening.
When
Although the participants wanted information to be provided prenatally, they also wanted it to be easily accessible throughout the child's development.
Provided prenatally
Educational classes were, on the large, not seen as beneficial because parents are 'too busy, too tired to go to the sleep thing' (Participant 3).
. . . you couldn't attend, you wouldn't have space . . . and then the point when you desperately need it, you are just so sleep deprived that you just can't even tell people what your name is never mind get yourself out the house.
Participant 9
Instead, the participants felt that it would be better to 'wrap it in with . . . the antenatal classes' (Participant 9).
I would recommend getting the information out through antenatal groups rather than the health visitor because at the antenatal groups you actually have time to take away the information and read it.
Participant 4
Readily accessible throughout child's development They also wanted to receive updates throughout their child's development because 'children's . . . sleeping habits change a lot' (Participant 14). However, this was currently lacking.
The health visiting team gave the pack out then it stops and you don't really, you don't necessarily see them until . . .. aged 4 . . . are not getting any leaflets through the door . . . I think there's a relationship gap.
Participant 15
Nowadays, advice from family members was also seen as being less readily available than it was in the past.
. . . individual families, mother, father and children are very isolated whereas in the past you would have had help from granny and great granny all in the same sort of house.
Participant 5f
The interviews suggested that the Internet is filling the gap created by both a lack of contact with professionals and family members.
They say it takes a village to bring up a child . . . your village now is Facebook.
Participant 15
The Internet has 'made everything far more accessible' (Participant 11), especially at night when you are 'absolutely exhausted and you just want to give up' (Participant 2). However, it also has its limitations.
. . . when I look at the internet . . . you end up more overwhelmed and discouraged because you see more like negative stories I fear or too much conflicting information.
Participant 7
. . . forums I also think is a can of worms sometimes . . . because you can have lots of opinionated people there, not necessarily giving the right advice.
Participant 13
Thus, good professional advice needs to be as readily available, which is currently not the case, perhaps because 'resources are stretched' (Participant 8).
I don't think there's enough appointments available . . . so trying to get an appointment is nigh on impossible if it's within 2 weeks.
Participant 12
Moreover, participants did not want to visit their general practitioner because of 'the worry that it wasn't serious enough or that it was a waste of their time' (Participant 8).
To increase the accessibility of professional advice, participants suggested that leaflets should be distributed at 'all community hub areas' (Participant 3). Additionally, phone-in sessions would allow parents to speak directly to professionals.
. . . have a little slot [on the radio] . . . where they [parents] ask questions and they kind of get advice from a health care professional . . .
Summary
The findings suggest that professionals should work on developing better advice on sleep in young children in partnership with parents. The advice should describe different pathways to support good sleep quality in a clear, non-judgemental manner. Parents should be encouraged to select a pathway that suits their family and to stick to it for a considerable amount of time. Additionally, advice should help manage expectations and be given prenatally as well as at regular follow-ups. It should also be easily accessible whenever needed.
Discussion
This study aimed to develop an understanding of UK advice on sleep in young children and suggests ways in which it can be improved. Using GT methodology, the current study identifies how mothers want advice to be formulated, what they want it to include, and when they want to receive it.
How
In support of Geinger, Vandenbroeck, and Roets (2014) , this study shows that mothers value advice that comes from experience, whether it comes from friends, family members, or health care professionals. Specifically, participants would only seek advice from friends or family who have had similar experiences. Moreover, similar to Baruch (1981) , the current findings suggest that some parents feel that childless professionals are unable to understand family life and thus cannot offer effective advice. Although not all participants felt this way, the current study suggests that if experience were to be incorporated into advice through professionals working in collaboration with parents, then some parents may be more likely to trust and implement professional advice.
Furthermore, the current study suggests that parents may not seek professional advice as they are aware that doctors lack knowledge in paediatric sleep ('Top doctor', 2017) due to a lack of training (Ersu et al., 2017) . Thus, professionals' knowledge on sleep needs to be increased so that professionals are able to give evidence-based advice and that parents trust them.
Moreover, similar to previous literature (e.g., Francis, 2012; Wilkins, 2006) , the current study highlights an almost default sense of judgement surrounding parenting, which may prevent parents from seeking or giving advice. This judgement may come from the tradition of 'mother blaming', in which the mother is blamed for both the actions and health of their children (Jackson & Mannix, 2004) . Parents fear this judgement and thus do not seek advice. Moreover, the current awareness of the problems associated with this blame culture may explain why parents do not want to give advice as they do not want to be seen as colluding in it. Thus, measures need to be taken to both reduce mother blaming and encourage parents to give non-judgemental, good-quality advice.
What
Previously, there has been a disproportionate emphasis on the negative side of co-sleeping and a lack of robust research (Mileva-Seitz, Bakermans-Kranenburg, Battaini, & Luijk, 2017) . Unsurprisingly, co-sleeping is currently stigmatized in the West (Nasatir-Hilty, 2014) . This study suggests that mothers want to see a change in both the research conducted and advice provided. Specifically, they seem to want advice to be supported by robust evidence, to consider individual differences, and be free of stigma. For example, consistent with Ward (2015) , this study suggests that some families may sleep better when co-sleeping. Thus, it may be too simplistic to solely view co-sleeping as a negative practice.
Co-sleeping refers to a parent and child sleeping in close proximity and can be separated into room-sharing, for example, when a parent and child sleep in the same area but on different surfaces and bed-sharing, for example, when a parent and child sleep on the same bed (Infant Sleep Information Source, 2016). Although not explicitly asked, most participants referred to the child sleeping in the parental bed when discussing cosleeping.
The estimated prevalence of co-sleeping in Scotland and England is 19.9% and 29.4%, respectively (Mileva-Seitz et al., 2017) . However, it may be more common than presented as, in support of Ward (2015) , the current study shows that it is occurring covertly due to the associated stigma. As co-sleeping is dangerous if not practised safely, professionals need to be able to engage in open discussions with parents about it. Specifically, cosleeping has been related to sudden infant death syndrome (SIDS; Lavallee & Scannell, 2017) . However, evidence on co-sleeping and SIDS is limited by small samples (Russel & Ball, 2015) and by studies combining bed-sharing with sofa-sleeping, that is, when a parent sleeps with their child on a sofa (Lavallee & Scannell, 2017) .
Although sofa-sleeping is more dangerous than bed-sharing (Blair et al., 2009) , this study suggests that stigma associated with co-sleeping may lead parents to sit on a sofa with their young child during night awakenings to avoid co-sleeping. Due to tiredness, they may ultimately fall asleep on the sofa (Blair et al., 2009) . Thus, discussing co-sleeping in a positive light may prevent more dangerous practices from occurring.
Other risk factors for SIDS include smoking and co-sleeping with someone under the influence of alcohol (Blabey & Gessner, 2009 ). However, routine bed-sharing, in the absence of smoking, has been shown to not increase the risk of SIDS (Vennemann et al., 2012) . Additionally, breastfeeding is protective against SIDS (Task Force on SIDS, 2016) and often occurs in combination with bed-sharing .
Thus, when practised safely, co-sleeping may be an appropriate and beneficial practice for some families. Consequently, as recommended by the National Institute for Health and Care Excellence (NICE, 2014) , parents should receive balanced information on different sleep practices. Some of the current participants, who discussed advice being one-sided, had a child born after these guidelines were formulated, suggesting that the guidelines are not being implemented. If the guidelines were to be followed, parents may be happier to seek advice on sleep from professionals, and thus, parental knowledge may be improved.
In support of Rudzik and Ball (2016) , this study suggests that advice should also help manage expectations. Similar to Wilkins (2006) , this study has highlighted that existing advice can create idealistic expectations, decreasing the likelihood of parents seeking help. Thus, individual differences within children's ability to sleep should be publicized in order to reduce the stigma surrounding a child not sleeping.
Simultaneously, advice should inform parents that children's sleep quality can be improved. Specifically, the current study and previous literature (e.g., Afsharpaiman et al., 2015; Honaker & Meltzer, 2016) suggest that some parents are not recognizing their child's poor sleep as being problematic. This may be due to a limited awareness of the negative consequences of poor sleep (Afsharpaiman et al., 2015) or to parents normalizing sleep problems by only discussing their child's sleep with other struggling parents. As professionals expect parents to raise concerns about sleep with them, this might be preventing children's sleep problems from being treated (Honaker & Meltzer, 2016) .
When
Similar to previous research (e.g., Barnes et al., 2008; Deave, Johnson, & Ingram, 2008 ), the present study shows that parents want to receive advice prenatally. Specifically, the current participants believed that parents would not attend educational classes after their child's birth due to a lack of time and energy. This may explain the poor recruitment rate in Wilson et al. (2014) . However, take-up was found to be high for a British sleep course aimed at parents of children with learning disabilities (Stuttard, Beresford, Clarke, Beecham, & Curtis, 2015) . It may be the case that parents of children with learning disabilities are more likely to attend educational classes than parents of typically developing children.
As antenatal classes usually focus on the birth, the 'Having a Baby' antenatal programme was created (Svensson, Barclay, & Cooke, 2009) , which concentrates more on parenting issues. It includes problem-solving activities as well as sessions with new parents who speak about their experiences (Svensson et al., 2009) . Svensson et al. (2009) showed that this programme significantly improved parental knowledge and perceived maternal self-efficacy compared to a regular programme. Moreover, the current findings suggest that its content would be welcomed by parents. In addition to providing parenting advice, antenatal classes should give parents time to bond with other parents, which was suggested in Barimani, Vikstr€ om, Rosander, Forslund, and Berlin (2017) and is supported by the current findings.
However, limited time is available prenatally (Renkert & Nutbeam, 2001) . Moreover, the current study suggests that parents also want to receive information throughout their child's development. Thus, leaflets could be easily used to expand on the information which was given prenatally. Leaflets have been shown to be effective at increasing parental knowledge (Russell, Whitmore, Burrows, & Ball, 2015) as well as at improving young children's sleep quality (Eckerberg, 2002) .
Additionally, professional advice could be made more accessible through increasing the online presence of professionals (Moorhead et al., 2013) . Specifically, as shown in the current study and previous research (Evison et al., 2016; Moore, Milligan, & Goff, 2014) , mothers are already using the Internet for parenting advice. If professionals were to capitalize on this trend, they may improve both the clarity and reliability of online advice and reduce the judgemental attitude currently present (Moorhead et al., 2013) .
Limitations
A previous study found differences in the use of educational classes between low-and high-income parents (Holloway & Pimlott-Wilson, 2014) . Thus, the current study may not represent the views and experiences of parents from deprived areas in the United Kingdom.
Moreover, the current study, similar to previous literature (Zaidman-Zait & Hall, 2015) , under-represents fathers, and thus, their views also remain unknown. Zaidman-Zait and Hall (2015) showed that similar to mothers, fathers were also affected by their child's sleep. However, in the United Kingdom, it is likely that mothers are the ones that ultimately seek advice for their children's sleep as it is mothers who commonly switch to part-time work in order to take care of their children whilst fathers tend to become the main breadwinners (Norman, Elliot, & Fagan, 2014) . Nevertheless, the incidence of fathers who are primary caregivers is increasing in the United Kingdom (Norman et al., 2014) , and thus, their experiences of seeking advice on their children's sleep warrant investigation.
Cultural differences may also affect how generalizable the current results are. Specifically, due to differences in each country's health care system (Zwaanswijk et al., 2003) , parents outwith the United Kingdom may have completely different experiences of professional advice on sleep. Furthermore, there are substantial differences in young children's sleep patterns across cultures (Mindell, Sadeh, Wiegand, How, & Goh, 2010) , which may also affect what advice is given and how parents perceive the advice. For example, Mindell et al. (2010) found children from Asia to have later bedtimes than children from Oceania, North America, and Europe. Thus, the current study should not be generalized to other countries and cultures.
On a similar note, it should be noted that not all of the participants were White British nor did they all live within the same area of the United Kingdom. However, no differences in perceptions were found between the White British participants residing in Scotland and the other two participants. This is likely because all had lived for many years within the United Kingdom and suggests that despite differences, the current sample was homogenous in regard to the research question.
Implications for practice
Policy makers and professionals should consider the current findings to improve advice given to parents. Materials currently exist, which could immediately be made more readily available in the United Kingdom, for example, the 'Having a Baby' programme (Svensson et al., 2009) and the leaflets developed by , which contain balanced information on different sleeping practices. In addition, health professionals' knowledge could be increased through sleep education programmes, which have previously been shown to be effective (Ersu et al., 2017) .
The current study supports Barnes et al. (2008) as it suggests that UK parents want non-judgemental conversations about parenting to begin during pregnancy and to continue throughout their child's development. As Barnes et al. (2008) found similar themes across parenting issues, the current findings may also be generalizable to other types of parenting advice.
Future research
This study has highlighted parents' desire for professionals to consider parental views and experiences in order to determine which sleeping practices are safe and result in good sleep outcomes for the entire family. The NICE (2014) previously reached a similar conclusion.
Moreover, the current study suggests that because advice is seen as being standardized, parents do not think professionals are interested in individual experiences. It would be useful for future research to determine what health professionals actually think.
Conclusion
This study has highlighted issues with current advice on sleep in young children, according to a sample of UK parents. It suggests that parents may not seek advice for their children's poor sleep because they fear being judged and believe they already know what professionals would say. This study makes suggestions to health professionals and policymakers on the formation, delivery, and content of sleep advice in young children. Future research should consult parents to investigate different sleeping practices holistically.
